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Commentary: Commissioning an Ordinary Life 
 
Abstract 
Purpose: To review the role and ability of commissioners to implement policy and be 
transformational leaders. 
Approach: The role and ability of commissioners to implement policy is reviewed 
against the Institute of Public Care’s Commissioning Cycle and experience of 
working with commissioners across the country over the past 29 years. 
Findings:  Empowering commissioners to be transformational leaders and enabling 
them to secure good outcomes for people with learning disabilities will require 
broadening the responsibilities for creating an inclusive society past commissioners 
of health and social care. 
Value: The Transforming Care Programme and the failure to meet targets illustrates 
that policy implementation in the arena of learning disabilities is still a pertinent issue.  
This commentary adds to the discussion by highlighting the challenges 
commissioners face when trying to implement policy and the need to take the 
conversation about inclusive communities wider than health and social care. 
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The lack of research on policy implementation makes this paper a welcome addition.  
Given the events at Winterbourne View and subsequent development of the 
Transforming Care Programme, policy implementation is a topic of great relevance in 
the context of learning disabilities.  Whilst the research was undertaken prior to 
Winterbourne View, the author discusses the implications of the findings against the 
backdrop of the Transforming Care Programme.  The fact that government has 
struggled to reach the targets set on discharging people with learning disabilities from 
hospital settings, and that Sir Stephen Bubb’s Report ‘Time to Change – The 
Challenge Ahead’ (2016) highlights the difficulties in implementing policy and good 
practice, demonstrates that the issues are still very pertinent. 
 
The paper attempts to advance our understanding of policy implementation by 
identifying key themes that help and hinder.  One of the themes discussed 
throughout the paper, and the theme I have chosen to focus on, is the role of the 
commissioner.   
 
Some participants felt that commissioners ‘misunderstood their role and were 
unaware of the influence they could exert.’  Participants described the relationships 
between commissioners and providers using the terms ‘mistrust; animosity and a lack 
of transparency’.  Commissioners were also thought ‘to be lacking in the skills 
required to successfully lead change.’ 
 
At the Institute of Public Care (IPC) we deliver postgraduate level commissioning 
courses and undertake a wide range of projects with commissioners across the 
country.  In our experience the comments made by participants in the study does 
  
reflect the reality in some cases but it is by no means true of all commissioners.  We 
do often find people (even within the same organisation) have different perspectives 
on what commissioning is and sometimes are not aware of or engage in good 
commissioning practice.  Our market shaping work across the country has exposed 
the nature of the relationships between commissioners and providers which range 
from constructive to adversarial.  The ability of commissioners to be transformational 
leaders also varies.  In our experience though, it depends on the degree to which 
they are empowered to be so by senior managers.   
 
So what is the role of commissioning and how does it relate to policy 
implementation?  The Department of Health defines commissioning as:  
 
‘……. the means by which we secure the best value for local citizens and taxpayers 
i.e. the best possible health and wellbeing outcomes, and health and social care 
provision, within the resources available.’ (DH, 2013). 
 
Clearly there is no explicit reference to policy implementation in the definition of 
commissioning.  That said one should assume that securing good outcomes will 
involve implementing good practice guidance and related policy. 
 
But what does good commissioning look like?  What does a commissioner need to 
actually do, to do it well?    The IPC commissioning Cycle (Institute of Public Care, 
2014) depicted below describes a good practice approach to commissioning.  It 
identifies the stages of commissioning, the activities that should take place and the 
links to procurement.  We would argue that embedded throughout the cycle is the 
task of implementing policy. 
 
Figure 1: The IPC Commissioning Cycle 
 
  
 
 
The commissioning cycle can start in either review or analysis.  Analysis involves 
understanding the values and purpose of the agencies involved, the needs they must 
address, and the environment in which they operate. Some of the activities 
commissioners should engage in include: 
 
 Clarifying the priorities, and the research and best practice basis for the services. 
 Undertaking needs analysis to identify the current and likely future needs of the 
population. 
 Mapping and reviewing services across agencies to understand provider 
strengths and weaknesses. 
 Identifying the resources currently available and agreeing future resources 
across agencies. 
 
Next is planning.  Planning involves identifying the gaps between what is needed and 
what is available, and planning how these gaps will be addressed. This element of 
the commissioning cycle involves activities such as: 
 
 Undertaking a gap analysis to review the whole system and identify what is 
needed in the future. 
 Writing a commissioning strategy and designing services to meet needs. 
 
After planning is doing.  Doing involves ensuring that the services needed are 
delivered as planned.  Commissioner activities include: 
 
  
 Managing the balance of services to reduce risk, i.e. deciding which services 
should be undertaken in-house and which should be contracted from other 
providers. 
 Developing good communications and effective relationships with existing and 
potential providers. 
 Purchasing new services and de-commissioning services that do not meet the 
needs of the client group. 
 
The final part of the cycle is reviewing.  Reviewing involves monitoring the impact of 
services.  Activities that commissioners should engage in include: 
 
 Pulling together information from individual contracts or service level agreements. 
 Developing systems to bring together relevant data on finance, activity and 
outcomes to review the overall impact of services. 
The cycle then begins again at analysis. 
 
Commissioning (the outer circle in the diagram) should drive procurement (the inner 
circle), not the other way round.  Too often commissioners are prevented from 
commissioning in the way they want due to the mis-application or interpretation of 
procurement regulations.  The Local Government Association (LGA) recently 
published guidance on procurement in social care ‘National Social Care Category 
Strategy’ (LGA, 2015).  The strategy references the IPC commissioning model and 
describes more flexible approaches to procurement in a social care context. 
 
The IPC commissioning cycle illustrates good practice.  For commissioners the test is 
the ability to apply the model in the real world.  The world of commissioning is a 
complex one in which there are many stakeholders and many agendas to satisfy.  
The approach to commissioning and the culture surrounding it differ between local 
authorities and clinical commissioning groups.  Often bureaucracy involved in 
decision-making and governance arrangements mean that commissioners must jump 
through various hoops when commissioning anything.  Furthermore, the Care Act 
(2014) and the need for efficiencies is driving a change to the role of commissioning. 
 
Prior to the Care Act, local authority commissioners were responsible for supporting 
people eligible for social care to receive good quality commissioned services.  The 
personalisation agenda started to change this.  With the implementation of personal 
budgets and direct payments we began to see commissioners consider how they 
could ensure that the services people wanted to buy were present in the market.  The 
Care Act builds on this by instilling the principle that commissioners are no longer 
responsible just for commissioning services, they are responsible for shaping the 
local care market.  The Care Act has also shifted the focus for commissioners from 
services to outcomes.  Commissioners have a responsibility to empower local people 
and communities to achieve wellbeing outcomes.   
 
Not only has the role of the commissioner widened, we are also seeing increasing 
demand for learning disability services. Improved healthcare means that life 
expectancy is increasing for all adults including those with a learning disability. More 
young people with severe and complex disabilities are surviving into adulthood with a 
lifelong need for care and support. There is also an increase in the number of people 
with a moderate learning disability that present with complex needs and dual 
  
diagnosis eg behaviour related to autism, mental ill health, substance misuse or 
offending. Therefore, significantly more children and adults with learning disabilities 
and their families and carers are likely to seek access to health and social care 
support over the next twenty years.  This increase in demand is occurring alongside 
challenges to the current pattern of services, as public sector spending comes under 
increasing pressure.  The reality is that we simply cannot continue to commission 
services in the way that we have been doing.   
 
A paper by Parrott (2013) highlighted the need for learning disability commissioners 
and support planners to start thinking differently.  Parrott argues that whilst the 
concept of personalisation includes a strong emphasis on universal services, social 
capital, early intervention and prevention, the thinking, culture and practice in relation 
to meeting the needs of people with a learning disability in different and better ways 
is underdeveloped.  Research indicates that people with learning disabilities want to 
lead ordinary lives and do the things that most people take for granted.  They want to 
study at college, get a job, have relationships and friendships and enjoy leisure and 
social activities.  The key theme that has run through national policy and good 
practice guidance for almost forty years is the need to provide services that support 
people to have healthy, meaningful, ordinary lives.  ‘The concept that people with a 
learning disability have the same rights and aspirations as those without learning 
disabilities is the foundation upon which commissioners and providers should 
develop services that prevent the need for social care’ (Parrott, 2013). 
 
Legislation and guidance reflect these values, and they have gone some way to 
introducing changes to the context in which care and support for children, adults and 
their families’ occurs.  There is an expectation that universal and mainstream 
services become more inclusive so that people with additional needs, are not 
perceived as being the responsibility of specialist services only.  Indeed the 
responsibilities for wellbeing outlined in the Care Act are council-wide responsibilities 
not just the responsibility of social services.   
 
However, the statutory duties and the resources sit mainly in health and social care, 
which makes it the responsibility of health or social care to achieve outcomes even if 
those outcomes sit more comfortably in the arena of housing, community safety, or 
public health.  Currently resources are targeted at costly services and those in 
greatest need.  For example, many councils spend significant amounts of the 
learning disability budget on residential care.  In health there is increasing 
expenditure on acute placements.  The problem of targeting resources at those in 
greatest need is that whilst it meets the short-term demand it does not provide a 
sustainable solution by meeting needs in different ways.  Neither does it uphold the 
right to have an ‘ordinary life’ for disabled people and their families.   
 
There is a need to embed an approach to learning disability commissioning that 
promotes the right to an ‘ordinary life’.  Such an approach requires creative solutions 
that empower people with learning disabilities and their families and carers to feel 
included, valued in society and able to access the same opportunities and facilities 
as others.  These values are explicit in current and previous policy but the flaw has 
always been to see achieving such outcomes as the responsibility of social services 
and health alone.  The question should not be ‘how do we help social care and health 
commissioners to secure good outcomes by implementing policy?’ but ‘how do we 
ensure that other agencies or council departments contribute more’?  Securing an 
  
‘ordinary life’ for people requires services related to all aspects of life to be inclusive.  
Social services and health cannot do it on their own.  An example of this is ordinary 
housing. 
 
The author reminds us that: ‘access to ordinary housing is a critical success factor as 
referenced by Mansell and experienced by implementing Transforming Care’. 
Ensuring that people with learning disabilities have access to ordinary housing 
requires a wide range of interventions that includes commissioners in social services 
but also looks towards council housing departments and beyond to landlords and the 
wider housing market.  A second example would be further education, training and 
employment.  One local authority that IPC worked with finally enabled young adults 
with a learning disability to access the local college only to be told after one term that 
students without a learning disability were complaining and had started a campaign 
for separate classes.  
 
Implementing the values espoused in policy is going to require more than 
knowledgeable learning disability commissioners and or even committed Directors of 
Social Services.  Transformational leadership needs to come from the very top. 
Elected members and chief executives need to be committed to human rights and 
inclusion, and to empowering people to lead ordinary lives but this takes political 
courage.  All too often commissioners take transformational service proposals 
through the appropriate channels to elected members who block them in favour of 
traditional service models.  For example, IPC has seen council members block the 
closing of costly, building-based day centres that are delivering poor outcomes due to 
resistance from the local community and the significant, associated political risk of 
not getting re-elected. 
 
So what would it take to empower commissioners to be transformational leaders and 
secure good outcomes for people with learning disabilities?  Naturally, there are a 
range of answers but a key aspect is educating the whole council, other stakeholders 
and even the wider community that people with learning disabilities have the right to 
an ordinary life and can be supported to live one in a variety of ways that doesn’t just 
involve health or social care.  Traditional service models must continue to be 
challenged because often their very design separates people with learning disabilities 
from the rest of the community and hence prevents them from living ‘ordinary lives’.  
But such challenge needs to be coupled with a more robust conversation locally and 
nationally about what it costs to deliver an ‘ordinary life’, how we design a system 
that achieves this for increasing numbers of children and adults with learning 
disabilities and where the resources could come from now and in the future.  There is 
a danger that an ‘ordinary life’ approach simply restricts commissioners further by 
becoming a cover for cutting services when it should be a springboard for 
transformational leadership by increasing collaboration between agencies, providing 
a vision for more inclusive communities and sparking innovative yet honest 
discussions about resource generation. 
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